Word Count: 502 words.
The control of the vertical gaze within the brainstem is mediated by three main nuclei: the nucleus of rostral interstitial medial longitudinal fasciculus (riMLF), the interstitial nucleus of Cajal (INC) and nucleus of the posterior commissure (NPC) [1] . In primates, there is a coordinated action among the three nuclei for vertical gaze generation, but the INC and NPC have a main role in upward eye control [1] . The riMLF/INC/NPC system projects its axons, through the medial longitudinal fasciculus (MLF), to the oculomotor complex (OC) by distinct pathways: in upward gaze, these fibers innervate both ipsilateral and contralateral elevator muscles subnuclei (rectus superior and oblique inferior) of OC simultaneously; in downward gaze, the projections to rectus inferior and oblique superior run predominantly ipsilateral [1, 2] . There are important connections between these MRF nuclei, and due its proximity, small lesions of MRF can affect all of them [2, 3] . Ptosis is caused by a lesion in central caudal nucleus (CCN) neurons or its fibers. The CCN innervates both levator palpebrae muscles [1] . Classically, midbrain lesions affecting the CCN lead to bilateral ptosis [4] , but partial lesions of the oculomotor fascicle, situated in the paramedian ventral midbrain, can cause unilateral ptosis [5].
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